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Abstract
Background: Prospective cohort studies have shown that high fruit and vegetable consumption is inversely associated with
coronary heart disease (CHD). Whether food processing affects this association is unknown. Therefore, we quantified the
association of fruit and vegetable consumption with 10-year CHD incidence in a population-based study in the Netherlands
and the effect of processing on these associations.
Methods: Prospective population-based cohort study, including 20,069 men and women aged 20 to 65 years, enrolled
between 1993 and 1997 and free of cardiovascular disease at baseline. Diet was assessed using a validated 178-item food
frequency questionnaire. Hazard ratios (HR) were calculated for CHD incidence using multivariable Cox proportional hazards
models.
Results: During a mean follow-up time of 10.5y, 245 incident cases of CHD were documented, which comprised 211 non-
fatal acute myocardial infarctions and 34 fatal CHD events. The risk of CHD incidence was 34% lower for participants with a
high intake of total fruit and vegetables (.475 g/d; HR: 0.66; 95% CI: 0.45–0.99) compared to participants with a low total
fruit and vegetable consumption (#241 g/d). Intake of raw fruit and vegetables (.262 g/d vs #92 g/d; HR: 0.70; 95% CI:
0.47–1.04) as well as processed fruit and vegetables (.234 g/d vs #113 g/d; HR: 0.79; 95% CI: 0.54–1.16) were inversely
related with CHD incidence.
Conclusion: Higher consumption of fruit and vegetables, whether consumed raw or processed, may protect against CHD
incidence.
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Introduction
Prospective cohort studies have shown that a high consumption
of fruit and vegetables is inversely associated with coronary heart
disease (CHD) [1,2]. Fruit and vegetables are rich sources of fiber,
vitamins, polyphenols and other bioactive phytochemicals that may
contribute to a lower CHD risk [3]. In particular, antioxidants have
received considerable attention. Although prospective cohort
studies have shown inverse associations between dietary intake of
antioxidant vitamins and CHD risk [4,5], randomized trials using
vitamin supplements have failed to demonstrate a beneficial effect
[6,7]. These results may be explained by methodological issues such
as the relatively short follow-up period, the high doses of
antioxidants compared to habitual diets, and differences in
bioavailability of natural and synthetic sources of antioxidants.
However, the negative results of these trials could suggest that the
protective effect of fruit and vegetables may be due to combined and
synergistic effects of the different constituents in their natural food
matrix and not to a particular antioxidant [8].
Processing of fruit and vegetables alters their structure and
induces significant changes in chemical composition, nutritional
value, and bioavailability of bioactive compounds, which may
induce different effects on CHD risk. Fruit juices, for example,
have a lower content of fiber than raw fruit, but they may be a
good source of phytochemicals [9]. Prospective studies that
examined intake of citrus fruit juice in relation to risk of CHD
[10], and cardiovascular diseases (CVD) [11], respectively, found
no association. Vegetables are often cooked before consumption,
which induces loss of water-soluble and heat-sensitive bioactive
compounds [12,13]. On the contrary, processing can enhance the
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availability of bioactive compounds [14]. It has been shown that
heat treatment improves the bioavailability of lycopene from
tomatoes [15,16] and carotenoids from carrots [17]. Furthermore,
processing could convert folate polyglutamate in vegetables into
monoglutamate, which has better bioavailability as well [18,19].
To the best of our knowledge, no prospective cohort study has
focused specifically on raw and processed fruit and vegetable
consumption in relation to CHD incidence. Therefore, we
investigated the associations of total, raw and processed fruit and
vegetable consumption with incident CHD in a population-based
follow-up study in the Netherlands.
Methods
Population
The present study was conducted in a Dutch population-based
cohort: the Monitoring Project on Risk Factors and Chronic
Diseases in the Netherlands (MORGEN Study) [20]. Random
samples of men and women aged 20 to 59 years were drawn from
the municipal registers of two towns in the Netherlands
(Amsterdam and Maastricht). In addition, men and women aged
26 to 65 years from the town of Doetinchem, who participated in a
similar project between 1987 and 1991 were re-invited to
participate in the MORGEN Study. Information on diet, lifestyle,
and cardiovascular risk factors was collected between 1993 and
1997. The Medical Ethics Committee of the Netherlands
Organization for Applied Scientific Research (TNO) approved
the study protocol and all participants signed informed consent
form.
Of the total 22,654 participants, we excluded respondents
without informed consent for vital status follow-up (n = 701), with
incomplete dietary assessment (n = 72), with reported total energy
intake,500 or.4500 kcal per day for women or,800 or.5000
kcal per day for men (n = 97), with a history of myocardial
infarction or stroke at baseline (n = 442) and with self-reported
diabetes or using lipid-lowering or anti-hypertensive drugs
(n = 1,273). This resulted in a study population of 20,069
participants, including 8,988 men and 11,081 women.
Dietary assessment
Information on habitual food consumption of 178 food items,
covering the previous year, was collected using a validated, self-
administered, semi-quantitative food frequency questionnaire (FFQ)
developed for the Dutch cohorts of the European Prospective
Investigation Into Cancer (EPIC) Study [21]. Participants indicated
their habitual consumption of food items as absolute frequencies in
times per day, per week, per month, per year, or as never, e.g. ‘How
often do you habitually eat raw vegetables during a meal in the
winter?’. The questions used to assess the frequency of fruit and
vegetable consumption were specified as to season and preparation
methods. For several food items, additional questions were included
about the consumption frequency of different sub-items or about
preparation methods using the following categories: always/mostly,
often, sometimes, and seldom/never, in answer to questions such as:
‘Which types of vegetables do you eat?’. For 21 food items, mainly
vegetables, colored photographs were used to estimate portion sizes.
Frequencies per day were multiplied with standard household
measures, natural units or indicated portion sizes to obtain grams
per day for each food item. The Dutch food composition database of
1996 was used to calculate values for energy and nutrient intakes [22].
The FFQ comprised 35 fruit and vegetable items in total,
including 9 raw fruits, 7 raw vegetables, 13 cooked vegetables, 2
vegetable juices/sauces, and 4 fruit juices/sauces. Processed fruits
comprised fruit juices and apple sauce that were mainly consumed
as industrially produce from concentrates. Processed vegetables
comprised home-cooked vegetables including canned and frozen
vegetables, and tomato sauce. We did not consider potatoes and
legumes, except French beans, as vegetables, because the
nutritional value of these food items differs significantly from that
of vegetables [22].
The reproducibility of the FFQ after 12 months and relative
validity of the FFQ against 12 repeated 24-h recalls for food group
and nutrient intake were tested in 63 males and 58 females with
mean ages of 42.6 and 49.0 years, respectively [21,23]. In men,
reproducibility of the FFQ after 12 months, expressed as
Spearman correlation coefficients, was 0.67 for raw vegetables
and 0.69 for cooked vegetables. Similar correlation coefficients for
raw and cooked vegetable intake were found in women. The
reproducibility for total fruit intake was 0.61 in men and 0.77 in
women. The validity against 12 repeated 24-h recalls varied
between 0.32 and 0.49 for raw vegetables, 0.21 and 0.41 for
cooked vegetables and 0.56 and 0.68 for total fruit intake. Jansen
et al validated fruit and vegetable intake by using plasma
carotenoids and found that the plasma b-cryptoxanthin level was
related to the sum of vegetables, fruit and juices (r = 0.41 and 0.35
for men and women) and fruit (r = 0.32 for both men and women),
of which citrus fruit was the major dietary source. Lutein, mainly
from green leafy vegetables, was the best indicator of vegetable
intake with correlation coefficients of 0.27 and 0.19 for men and
women, respectively [24].
Risk factors
The baseline measurements were previously described in detail
by Verschuren et al [25]. Body weight, height, and blood pressure
of the participants were measured by trained research assistants
during a physical examination at a municipal health service site.
Non-fasting venous blood samples were collected and total
cholesterol concentrations were determined using an enzymatic
method. Information on cigarette smoking, educational level,
physical activity, use of anti-hypertensive and lipid lowering drugs,
past or present use of hormone replacement therapy and the
history of myocardial infarction of the participants’ parents were
obtained through a self-administered questionnaire. Dietary
supplement use (yes/no) and alcohol intake were obtained from
the FFQ. The most commonly reported dietary supplements
included vitamin C (28%), multivitamins (26%) and vitamin B
(11%). Alcohol intake was expressed as the number of glasses of
beer, wine, port wines, and strong liquor consumed per week.
From 1994 onwards, the type, frequency, and duration of physical
activity was assessed using a validated questionnaire developed for
the EPIC-Study, including questions on leisure time and
occupational physical activity [26]. The most frequently reported
physical activities were walking, cycling, gardening and sports, of
which cycling and sports were activities of at least 4 metabolic
equivalents [27]. These four types of physical activities were
related to 3-day activity patterns repeated four times [26].
Ascertainment of fatal and non-fatal events
After enrollment, information on the participants’ vital status up
to 1 January 2006 was monitored using the municipal population
register. For participants who died, information on the primary
cause of death was obtained from Statistics Netherlands. The
hospital discharge register provided clinically diagnosed AMI
admissions by a cardiologist based on the definition of the
European Society of Cardiology [28]. It has been shown on the
national level that data from the Dutch hospital discharge register
can be uniquely matched to a single person for at least 88% of the
hospital admissions [29]. In a validation study with an overlap of
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33% with our study population, 84% of the AMI cases in the
cardiology information system of the University Hospital Maas-
tricht corresponded with AMI cases identified in the hospital
discharge register [30]. CHD incidence was defined as the first
non-fatal AMI or fatal CHD event, not preceded by any other
CHD event. Non-fatal AMI included code 410 of the 9th revision
of the International Classification of Diseases [31]. Fatal CHD
included ICD-10 codes I20-I25 as the primary cause of death [32].
Where the dates of hospital admission and death coincided the
event was considered fatal. Until 1 January 2006, we documented
in total 245 incident CHD events, including 211 non-fatal AMI
cases and 34 fatal CHD cases.
Statistical analysis
For each participant, we calculated person time from date of
enrollment until the first event (non-fatal AMI or fatal CHD), date
of emigration (n = 693), date of death or censoring date (1 January
2006), whichever occurred first. Quartiles of intake were computed
for each fruit and vegetable group and the lowest quartile was used
as the reference category. Hazard ratios (HR) for quartiles of fruit
and vegetable consumption were estimated using Cox propor-
tional hazards models. The Cox proportional hazards assumption
was fulfilled in all models according to the graphical approach and
Schoenfeld residuals. To test P for trend of the associations across
increasing quartiles of intake, the median values of intake were
assigned to each quartile and used as a continuous variable in the
Cox model.
Besides an age (continuous) and gender adjusted model, we used
a multivariable model that included total energy intake (kcal),
smoking status (never, former, current smoker of ,10, 10–20, $20
cigarettes/d), alcohol intake (never, moderate, and high consump-
tion of.1 glass per day in women and .2 glasses per day in men),
educational level (4 categories), dietary supplement use (yes/no),
past or present use of hormone replacement therapy (yes/no), family
history of AMI before 55y of the father or before 65y of the mother
(yes/no) and body mass index (BMI, kg/m2). Additionally, we
extended the model with dietary covariates including intake of
whole grain foods (g/d), processed meat (g/d) and fish (quartiles).
Depending on the exposure variable under investigation, we made
mutual adjustments for raw or processed fruit and vegetables.
Participants with missing data of one or more lifestyle factors were
excluded from the analyses of the second and third model (1.2% of
the total population). With regard to participants enrolled after
1994, we evaluated whether physical activity was a potential
confounder by adding this as a dummy variable to the multivariable
model (‘active’ being defined as physically active on at least 5 days a
week for 30 minutes or more with an intensity of 4 or more
metabolic equivalents). Therefore, we calculated HR with and
without adding physical activity into the multivariable model.
Stratified analyses were performed for major cardiovascular risk
factors. We examined potential effect modification by age (,50 vs
$50 y), gender, and smoking status (never vs current) visually as
well as by entering cross-product terms into the multivariable
model. The log likelihood ratio test was used to compare the
models with and without the cross-product terms.
Two-tailed p-values ,0.05 were considered statistically signif-
icant. Analyses were performed using SAS version 9.1 (SAS
Institute).
Results
Participants with a high intake of fruit and vegetables were more
often women, had a higher educational level, were less likely to
smoke, used alcohol less often, were more likely to be physically
active, used vitamin supplements more often and were more often
vegetarian compared to participants with a low intake of fruit and
vegetables (Table 1). Age and BMI did not differ among quartiles.
Participants with a high intake of fruit and vegetables had a higher
intake of energy, fruit fiber, vitamin C and potassium compared to
participants with a low intake fruit and vegetables (Table 2).
The average daily fruit and vegetable intake in our cohort was
378 g/d for the total study population, of which 188 g/d was
consumed as raw and 190 g/d as processed fruit and vegetables.
The total fruit and vegetable intake was more strongly correlated
with raw (r = 0.80) than with processed fruit and vegetables
(r = 0.69). Raw fruit and vegetables were only weakly related to
processed fruit and vegetables (r = 0.20). The raw fruit and
vegetable intake mainly comprised raw fruit, with apples (22% of
raw fruit intake) and oranges (18%) as major contributors. Raw
vegetables were mainly cucumber (23% of raw vegetable intake)
and tomatoes (18%). Processed fruit and vegetables mainly
comprised processed fruit, of which citrus juice (24%) and apple
juice (22%) were the most important contributors. Processed
vegetables were mainly cabbages (24%) and French beans (14%).
Table 1. Demographic and lifestyle characteristics by
quartiles of fruit and vegetable consumption of 20,069 Dutch
participants1.
Quartiles of fruit and vegetable
consumption
Q1: #241
g/d2
Q2: 241–
346 g/d
Q3: 346–
475 g/d
Q4: .475
g/d
Age, y 41.4 (10.7) 41.4 (11.0) 41.6 (11.1) 41.6 (11.5)
Men, % 57.3 45.9 40.2 35.8
Low educational level3, % 54.4 47.2 43.7 42.4
Current smokers, % 45.9 37.9 32.6 29.8
High alcohol consumers4, % 35.1 31.9 29.6 27.1
Vitamin supplement use, % 25.4 29.7 32 36.4
Physically activity5, % 57.8 65.5 70 71.8
Body Mass Index, kg/m2 25.1 (4.0) 24.8 (3.8) 24.7 (3.7) 24.7 (3.8)
Serum total cholesterol,
mmol/L
5.3 (1.1) 5.3 (1.0) 5.2 (1.0) 5.2 (1.1)
Systolic blood pressure,
mmHg
121 (16) 120 (16) 119 (15) 119 (16)
Family history of AMI6, % 9.7 8.8 9.2 8.7
Hormone replacement
therapy use, %
3.2 4.9 5.5 6.0
Vegetarians, % 1.1 2.7 3.1 5.7
Fish consumers7, % 18.4 23.0 27.2 31.2
1Data are presented as mean (SD) or percentages.
2100 gram of fruit and vegetables equals 1 medium-sized piece of fruit or 1 cup
cut-up raw fruit, fruit juice, cooked vegetables, or 2 cups raw leafy vegetables.
3Low educational level is defined as primary school and lower, intermediate
general education.
4High alcohol consumption is defined as .1 glass per day in women and .2
glasses per day in men.
5Physically active on 5 d/wk and $0.5 hr/d with an intensity of $4 metabolic
equivalents. In sub sample of participants enrolled from 1994 onwards
(n= 15,433).
6Family history of AMI is defined as occurrence of AMI before 55y of the father
or before 65y of the mother.
7Fish consumption is defined as the highest quartile of fish intake (median:
17 g/d, i.e. ,1 portion of fish/week).
doi:10.1371/journal.pone.0013609.t001
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The median follow-up time was 10.5 years (interquartile range:
9.2–11.8y). After adjustment for potential confounders, high
consumption of total fruit and vegetables was inversely associated
with CHD incidence (.475 g/d; HR: 0.66; 95% CI: 0.45–0.99;
Table 3) compared to participants with a low intake (#241 g/d).
Fruit intake (.328 vs#125 g/d; HR: 0.85; 95% CI: 0.58–1.27) as
well as vegetable intake (.162 vs #96 g/d; HR: 0.88; 95% CI:
0.60–1.30) were inversely related with CHD incidence, although
not statistically significant (data not shown). Compared to
participants with a low intake, a borderline significant inverse
association was observed for a high raw fruit and vegetable intake
with CHD incidence (.262 vs #92 g/d; HR: 0.70; 95% CI:
0.47–1.04) as well as for a high processed fruit and vegetable
intake (.233 vs #113 g/d; HR: 0.79; 95% CI: 0.54–1.16).
The associations between total fruit and vegetable intake and
CHD did not differ significantly between strata of gender, age,
smoking status, educational level, alcohol consumption and dietary
supplement use (table 4). Correspondingly, we found no evidence
for effect modification relative to age, gender or smoking status
between raw, processed or total fruit and vegetable intake with
CHD incidence. Furthermore, we evaluated whether physical
activity was a potential confounder for total fruit and vegetable
intake with CHD incidence within participants enrolled from 1994
onwards (n = 15,433). HRs for CHD incidence did not change, i.e.
0.51 (95% CI: 0.31–0.84) without physical activity in the model and
0.51 (95% CI: 0.31–0.85) with physical activity included in the
model for top vs bottom quartiles of total fruit and vegetable intake.
Discussion
In the present study, an inverse association of total fruit and
vegetable consumption with CHD incidence was observed. This
inverse association was present for both raw and processed fruit
and vegetables, although these findings did not attain statistical
significance.
We had almost complete follow-up for cause-specific mortality
as well as for non-fatal events obtained from the hospital discharge
register. It has been shown in a validation study that the
hospitalized AMI cases corresponded in 84% with AMI cases
registered in the hospital discharge register [30]. We may have
missed mild myocardial infarction cases that were not hospitalized.
However, we expect this to be random and not related to fruit and
vegetable intake. Therefore, it is unlikely that this has influenced
the relation of fruit and vegetable consumption with CHD
incidence.
Table 2. Dietary intake by quartiles of fruit and vegetable
consumption of 20,069 Dutch participants1.
Quartiles of fruit and vegetable
consumption
Q1: #241
g/d
Q2: 241–
346 g/d
Q3: 346–
475 g/d
Q4: .475
g/d
Fruit and vegetables, g/d 185
[144–215]
292
[266–319]
404
[374–436]
589
[521–699]
Total energy intake, Kcal 2198 (651) 2243 (653) 2283 (657) 2363 (697)
Total protein, en% 15 15 15 15
Total fat, en% 37 36 35 34
Saturated fatty acids, en% 15 15 15 14
Monounsaturated fatty
acids, en%
14 14 14 13
Polyunsaturated fatty
acids, en%
7 7 7 7
Trans fatty acids, g/d 4 (2) 4 (2) 4 (2) 4 (2)
Total carbohydrates, en% 43 45 46 48
Mono- disaccharides, g/d 106 (46) 115 (44) 126 (44) 149 (50)
Polysaccharides, g/d 133 (46) 135 (46) 134 (47) 133 (49)
Dietary fiber, g/d 21 (6) 24 (6) 26 (7) 29 (7)
Fruit fiber, g/d 1 (1) 2 (1) 4 (1) 6 (3)
Vegetable fiber, g/d 3 (1) 3 (1) 4 (1) 4 (2)
Dietary fiber from other
sources than fruit and
vegetables, g/d
18 (6) 18 (6) 19 (6) 18 (6)
Vitamin C, mg/d 62 (16) 88 (15) 113 (19) 164 (42)
Potassium, g/d 3.5 (0.9) 3.7 (0.9) 4.0 (0.9) 4.4 (1.0)
1Data are presented as mean (SD) or percentages.
doi:10.1371/journal.pone.0013609.t002
Table 3. Hazard ratios and 95% confidence intervals of CHD
incidence by quartiles of fruit. and vegetable intake of 20,069
Dutch participants1.
Quartiles of intake P for
Q12 Q2 Q3 Q4 trend
Total fruit and vegetables
Median (g/d) 185 292 404 589
Cases (n) 88 62 51 44
Model 1 1.00 0.75
(0.54–1.04)
0.64
(0.46–0.91)
0.58
(0.40–0.84)
0.003
Model 2 1.00 0.85
(0.61–1.19)
0.76
(0.53–1.09)
0.64
(0.43–0.95)
0.02
Model 3 1.00 0.87
(0.62–1.21)
0.79
(0.55–1.13)
0.66
(0.45–0.99)
0.04
Raw fruits and vegetables3
Median (g/d) 56 127 197 337
Cases (n) 81 67 54 43
Model 1 1.00 0.81
(0.59–1.12)
0.67
(0.48–0.95)
0.52
(0.36–0.76)
,.001
Model 2 1.00 0.87
(0.62–1.22)
0.81
(0.56–1.16)
0.66
(0.45–0.98)
0.04
Model 3 1.00 0.89
(0.64–1.25)
0.85
(0.59–1.22)
0.70
(0.47–1.04)
0.08
Processed fruits and vegetables4
Median (g/d) 87 137 196 301
Cases (n) 81 70 47 47
Model 1 1.00 0.99
(0.72–1.36)
0.72
(0.50–1.03)
0.79
(0.55–1.14)
0.10
Model 2 1.00 1.01
(0.73–1.40)
0.77
(0.53–1.11)
0.76
(0.52–1.11)
0.08
Model 3 1.00 1.02
(0.74–1.42)
0.79
(0.55–1.14)
0.79
(0.54–1.16)
0.14
1Hazard ratios (95% CIs) were obtained from Cox proportional hazards models.
Model 1 was adjusted for age and gender (n= 20,069). Model 2 was the same
as model 1 with additional adjustments for energy intake, alcohol intake,
smoking status, educational level, dietary supplement use, use of hormone
replacement therapy, family history of MI before 60, BMI (n= 19,819). Model 3
was adjusted as model 2 with additional adjustments for intake of fish, whole
grain foods and processed meat (n= 19,819).
2Reference group.
3Additionally adjusted for processed fruit and vegetable intake.
4Additionally adjusted for raw fruit and vegetable intake.
doi:10.1371/journal.pone.0013609.t003
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In the present study, participants with a high intake of fruit and
vegetables were more often found to be women who had in
general a healthier lifestyle and dietary pattern than men. We
observed that confounding was mostly due to age and gender,
since additional adjustment for lifestyle and dietary factors did not
significantly change the observed associations. However, since fruit
and vegetable intake is part of a healthy diet and lifestyle, we
cannot rule out residual confounding completely. Furthermore,
information was not available on incident diabetes, hypertension
or hypercholesterolemia. These participants may have changed
their diet intentionally, which may have attenuated the association
between fruit and vegetable intake and risk of CHD.
Another limitation of our study was the use of a self-reported FFQ
that was assessed at baseline only. Measurement error in self-reported
data and changes in dietary habits during follow-up are inevitable and
may result in exposure misclassification and attenuation of the results.
The weaker associations found for raw and processed fruit and
vegetables as well as for subgroup analyses may be a result of the
narrower range of intake and limited number of participants.
Furthermore, salt is often added to cooked vegetables. Because the
FFQ is not a reliable method to assess salt intake, we could not adjust
for salt intake and this may have attenuated the results.
We observed an inverse association of total fruit and vegetable
intake with CHD incidence, as well as for fruit and vegetables
separately. These results are in agreement with meta-analysis data
[1,2]. On the basis of 12 prospective cohort studies, He et al
observed that participants consuming more than 391 g/d of fruit
and vegetables had a 17% lower risk of non-fatal and fatal CHD
incidence than those who consumed less than 235 g/d [2]. This
corresponds to an 11% lower risk per 100 g/d increase, whereas
we observed a 6% lower CHD risk. An earlier meta-analysis of 6
cohort studies showed a weaker association, i.e. a 4% lower risk of
CHD incidence for each additional portion fruit or vegetables of
106 gram [1].
In the present study, we found that raw fruit and vegetable
consumption was inversely related with CHD incidence. To the best
of our knowledge, this is the first prospective cohort study that
examined raw fruit and vegetables using an integral approach.
However, previous prospective cohort studies have provided partial
information on raw fruit and vegetables. With regard to raw
vegetables, two prospective cohort studies found inverse associations
of salads with fatal CVD [33,34] and one found no association of
higher frequencies of raw vegetable intake with CHD incidence [35].
As concerns raw fruit, prospective cohort studies observed inverse
associations of citrus fruit intake and CHD [10,35], and CVD risk
[11]. Raw fruit and vegetables are rich sources of nutrients and
bioactive phytochemicals that may have beneficial effects on CHD
incidence. It has been demonstrated that a diet rich in fruits and
vegetables favourably affects blood pressure levels [36]. These effects
may be explained by dietary fiber and potassium, which have been
shown to reduce blood pressure levels [37,38]. Fiber from fruit has
been consistently associated with a lower risk of CHD [39], probably
through the reduced serum total and LDL cholesterol levels [40,41].
In a meta-analysis comprising 7 cohort studies, dietary flavonoids
lowered CHD mortality by 20% [42]. Flavonoids may also lower
CHD risk. In a meta-analysis comprising 7 cohort studies dietary
flavonoids lowered CHD mortality by 20% [42].
It is well-known that processing improves the bioavailability and
bioaccessibility of bioactive compounds in fruits and vegetables.
Heat treatment enhances the bioavailability and strengthens the
beneficial health effects of lycopene [15,16] as well as carotenes
[14,17] and folate [18,19]. Lycopene, for example, the main
carotenoid in tomatoes, accounts for ,50% of the carotenoids in
human blood and is suggested to protect against CVD.
Participants with high lycopene concentrations in adipose tissue
had a lower myocardial infarction risk [43] and Paran et al
reported beneficial effects of tomato extracts on blood pressure in
moderate hypertensive participants with uncontrolled hyperten-
sion [44].
Processed fruit and vegetables were also inversely related with
CHD incidence in the present study. Processed fruits were mainly
consumed as fruit juices, which have a lower dietary fiber content
but may be good sources of phytochemicals [9]. Moreover, their
liquid state affects volume and chewing and may result in
decreased satiety and increased energy intake [45]. However,
the positive effect of processed fruit was not confirmed in previous
prospective cohort studies on citrus fruit juice and CHD [10] and
CVD risk [11]. Processed vegetables comprised mainly cooked
vegetables. Cooked vegetables also have a generally lower dietary
fiber content than raw ones, vitamin C can be lost in cooking
water [46] and salt is often added. One study found no association
between higher frequencies of baked vegetable intake and CHD
incidence [35]. Although fruit juices and cooked vegetables have
lost intact cell walls and insoluble fiber [47], these findings suggest
that improved bioavailability of bioactive compounds, e.g.
flavonoids and carotenoids, may have contributed to the lower
risk of CHD incidence.
In conclusion, the results of the present study suggest that a high
consumption fruit and vegetables, whether consumed raw or
processed, may protect against CHD incidence. Processing of fruit
and vegetables affected the observed association with CHD to a
small extent.
Table 4. Hazard ratios and 95% confidence intervals of CHD
incidence by high versus low fruit and vegetable intake
among 20,069 participants, stratified by major risk factors1.
Total fruit and vegetable intake
Risk factor n/cases Low High
Gender
Men 8,988/171 1.00 0.82 (0.59–1.14)
Women 11,061/74 1.00 0.72 (0.44–1.18)
Age
,50 y 14,655/104 1.00 0.86 (0.56–1.31)
$50 y 5,414/141 1.00 0.76 (0.53–1.09)
Cigarette smoking
No 12,701/111 1.00 0.74 (0.50–1.11)
Yes 7,325/133 1.00 0.78 (0.53–1.12)
Educational level
Low 9,371/148 1.00 0.81 (0.56–1.15)
High 10,061/93 1.00 0.79 (0.51–1.21)
Alcohol consumption
Never or low 13,865/165 1.00 0.85 (0.61–1.18)
Higher 6,204/80 1.00 0.63 (0.38–1.03)
Dietary supplement use
No 13,820/180 1.00 0.84 (0.61–1.15)
Yes 6,171/58 1.00 0.63 (0.36–1.11)
1Hazard ratios (95% CIs) were obtained from Cox proportional hazards models
adjusted for age, gender, energy intake, alcohol intake, smoking status,
educational level, dietary supplement use, use of hormone replacement
therapy, family history of MI before 60, BMI, and for intake of fish, whole grain
foods and processed meat.
doi:10.1371/journal.pone.0013609.t004
Fruit, Vegetables & CHD
PLoS ONE | www.plosone.org 5 October 2010 | Volume 5 | Issue 10 | e13609
Author Contributions
Conceived and designed the experiments: LMOG JMG DK. Performed
the experiments: MCO WMMV. Analyzed the data: LMOG. Contributed
reagents/materials/analysis tools: LMOG JMG DK MCO WMMV.
Wrote the paper: LMOG JMG DK MCO WMMV.
References
1. Dauchet L, Amouyel P, Hercberg S, Dallongeville J (2006) Fruit and vegetable
consumption and risk of coronary heart disease: a meta-analysis of cohort
studies. J Nutr 136: 2588–2593.
2. He FJ, Nowson CA, Lucas M, MacGregor GA (2007) Increased consumption of
fruit and vegetables is related to a reduced risk of coronary heart disease: meta-
analysis of cohort studies. J Hum Hypertens 21: 717–728.
3. Eichholzer M, Lu¨thy J, Gutzwiller F, Sta¨helin HB (2001) The role of folate,
antioxidant vitamins and other constituents in fruit and vegetables in the
prevention of cardiovascular disease: the epidemiological evidence. Int J Vitam
Nutr Res 71: 5–17.
4. Knekt P, Ritz J, Pereira MA, O’Reilly EJ, Augustsson K, et al. (2004)
Antioxidant vitamins and coronary heart disease risk: a pooled analysis of 9
cohorts. Am J Clin Nutr 80: 1508–1520.
5. Ye Z, Song H (2008) Antioxidant vitamins intake and the risk of coronary heart
disease: meta-analysis of cohort studies. Eur J Cardiovasc Prev Rehabil 15:
26–34.
6. Vivekananthan DP, Penn MS, Sapp SK, Hsu A, Topol EJ (2003) Use of
antioxidant vitamins for the prevention of cardiovascular disease: meta-analysis
of randomised trials. Lancet 361: 2017–2023.
7. Sesso HD, Buring JE, Christen WG, Kurth T, Belanger C, et al. (2008) Vitamins
E and C in the prevention of cardiovascular disease in men: the Physicians’
Health Study II randomized controlled trial. JAMA 300: 2123–2133.
8. Jacobs DR, Jr., Gross MD, Tapsell LC (2009) Food synergy: an operational
concept for understanding nutrition. Am J Clin Nutr 89: 1543S–1548S.
9. Ruxton CH, Gardner EJ, Walker D (2006) Can pure fruit and vegetable juices
protect against cancer and cardiovascular disease too? A review of the evidence.
Int J Food Sci Nutr 57: 249–272.
10. Joshipura KJ, Hu FB, Manson JE, Stampfer MJ, Rimm EB, et al. (2001) The
effect of fruit and vegetable intake on risk for coronary heart disease. Ann Intern
Med 134: 1106–1114.
11. Hung HC, Joshipura KJ, Jiang R, Hu FB, Hunter D, et al. (2004) Fruit and
vegetable intake and risk of major chronic disease. J Natl Cancer Inst 96:
1577–1584.
12. Ruiz-Rodriguez A, Marı´n FR, Ocan˜a A, Soler-Rivas C (2008) Effect of domestic
processing on bioactive compounds. Phytochemistry Rev 7: 345–384.
13. Danesi F, Bordoni A (2008) Effect of home freezing and Italian style of cooking
on antioxidant activity of edible vegetables. J Food Sci 73: H109–112.
14. van het Hof KH, West CE, Weststrate JA, Hautvast JG (2000) Dietary factors
that affect the bioavailability of carotenoids. J Nutr 130: 503–506.
15. Ga¨rtner C, Stahl W, Sies H (1997) Lycopene is more bioavailable from tomato
paste than from fresh tomatoes. Am J Clin Nutr 66: 116–122.
16. Rao AV, Agarwal S (1999) Role of lycopene as antioxidant carotenoid in the
prevention of chronic diseases: A review. Nutr Res 19: 305–323.
17. Hornero-Me´ndez D, Mı´nguez-Mosquera MI (2007) Bioaccessibility of carotenes
from carrots: Effect of cooking and addition of oil. Innovat Food Sci Emerg
Tech 8: 407–412.
18. Melse-Boonstra A, Verhoef P, Konings EJ, Van Dusseldorp M, Matser A, et al.
(2002) Influence of processing on total, monoglutamate and polyglutamate folate
contents of leeks, cauliflower, and green beans. J Agric Food Chem 50:
3473–3478.
19. Melse-Boonstra A, West CE, Katan MB, Kok FJ, Verhoef P (2004)
Bioavailability of heptaglutamyl relative to monoglutamyl folic acid in healthy
adults. Am J Clin Nutr 79: 424–429.
20. Riboli E, Kaaks R (1997) The EPIC Project: rationale and study design.
European Prospective Investigation into Cancer and Nutrition. Int J Epidemiol
26(Suppl 1): S6–14.
21. Ocke´ MC, Bueno-de-Mesquita HB, Goddijn HE, Jansen A, Pols MA, et al.
(1997) The Dutch EPIC food frequency questionnaire. I. Description of the
questionnaire, and relative validity and reproducibility for food groups.
Int J Epidemiol 26(Suppl 1): S37–48.
22. Netherlands Food Composition Database. (1996) Netherlands Nutrition Centre
(formerly the Netherlands Bureau for Nutrition Education), (in Dutch). The
Hague, the Netherlands.
23. Ocke´ MC, Bueno-de-Mesquita HB, Pols MA, Smit HA, van Staveren WA, et al.
(1997) The Dutch EPIC food frequency questionnaire. II. Relative validity and
reproducibility for nutrients. Int J Epidemiol 26(Suppl 1): S49–58.
24. Jansen MC, Van Kappel AL, Ocke´ MC, Van ’t Veer P, Boshuizen HC, et al.
(2004) Plasma carotenoid levels in Dutch men and women, and the relation with
vegetable and fruit consumption. Eur J Clin Nutr 58: 1386–1395.
25. Verschuren WM, Blokstra A, Picavet HS, Smit HA (2008) Cohort profile: the
Doetinchem Cohort Study. Int J Epidemiol 37: 1236–1241.
26. Pols MA, Peeters PH, Ocke MC, Slimani N, Bueno-de-Mesquita HB, et al.
(1997) Estimation of reproducibility and relative validity of the questions
included in the EPIC Physical Activity Questionnaire. Int J Epidemiol 26(Suppl
1): S181–189.
27. Hoevenaar-Blom MP, Wanda Wendel-Vos GC, Spijkerman AM, Kromhout D,
Monique Verschuren WM (2010) Cycling and sports, but not walking, are
associated with 10-year cardiovascular disease incidence: the MORGEN Study.
Eur J Cardiovasc Prev Rehabil.
28. Thygesen K, Alpert JS, White HD (2007) Universal definition of myocardial
infarction. European Heart Journal 28: 2525–2538.
29. De Bruin A, De Bruin EI, Bestand PGS (2003) Linking Data of National
Ambulant Register and GBA Data: Methods, Results and Quality Research (in
Dutch).
30. Merry AH, Boer JM, Schouten LJ, Feskens EJ, Verschuren WM, et al. (2009)
Validity of coronary heart diseases and heart failure based on hospital discharge
and mortality data in the Netherlands using the cardiovascular registry
Maastricht cohort study. Eur J Epidemiol 24: 237–247.
31. World Health Organization (WHO) (1977) International classification of
diseases, 9th revision. Geneva, Switzerland .
32. World Health Organization (WHO) (1992) International classification of
diseases, 10th revision. Geneva, Switzerland .
33. Gaziano JM, Manson JE, Branch LG, Colditz GA, Willett WC, et al. (1995) A
prospective study of consumption of carotenoids in fruits and vegetables and
decreased cardiovascular mortality in the elderly. Ann Epidemiol 5: 255–260.
34. Key TJ, Thorogood M, Appleby PN, Burr ML (1996) Dietary habits and
mortality in 11,000 vegetarians and health conscious people: results of a 17 year
follow up. BMJ 313: 775–779.
35. Dauchet L, Ferrieres J, Arveiler D, Yarnell JW, Gey F, et al. (2004) Frequency of
fruit and vegetable consumption and coronary heart disease in France and
Northern Ireland: the PRIME study. Br J Nutr 92: 963–972.
36. Appel LJ, Moore TJ, Obarzanek E, Vollmer WM, Svetkey LP, et al. (1997) A
clinical trial of the effects of dietary patterns on blood pressure. DASH
Collaborative Research Group. N Engl J Med 336: 1117–1124.
37. Whelton PK, He J, Cutler JA, Brancati FL, Appel LJ, et al. (1997) Effects of oral
potassium on blood pressure. Meta-analysis of randomized controlled clinical
trials. JAMA 277: 1624–1632.
38. Streppel MT, Arends LR, van ’t Veer P, Grobbee DE, Geleijnse JM (2005)
Dietary fiber and blood pressure: a meta-analysis of randomized placebo-
controlled trials. Arch Intern Med 165: 150–156.
39. Pereira MA, O’Reilly E, Augustsson K, Fraser GE, Goldbourt U, et al. (2004)
Dietary fiber and risk of coronary heart disease: a pooled analysis of cohort
studies. Arch Intern Med 164: 370–376.
40. Brown L, Rosner B, Willett WW, Sacks FM (1999) Cholesterol-lowering effects
of dietary fiber: a meta-analysis. Am J Clin Nutr 69: 30–42.
41. Obarzanek E, Sacks FM, Vollmer WM, Bray GA, Miller ER 3rd, et al. (2001)
Effects on blood lipids of a blood pressure-lowering diet: the Dietary Approaches
to Stop Hypertension (DASH) Trial. Am J Clin Nutr 74: 80–89.
42. Huxley RR, Neil HAW (2003) The relation between dietary flavonol intake and
coronary heart disease mortality: A meta-analysis of prospective cohort studies.
Eur J Clin Nutr 57: 904–908.
43. Kohlmeier L, Kark JD, Gomez-Gracia E, Martin BC, Steck SE, et al. (1997)
Lycopene and myocardial infarction risk in the EURAMIC Study.
Am J Epidemiol 146: 618–626.
44. Paran E, Novack V, Engelhard YN, Hazan-Halevy I (2009) The effects of
natural antioxidants from tomato extract in treated but uncontrolled
hypertensive patients. Cardiovasc Drugs Ther 23: 145–151.
45. Flood-Obbagy JE, Rolls BJ (2009) The effect of fruit in different forms on energy
intake and satiety at a meal. Appetite 52: 416–422.
46. Rickman JC, Barrett DM, Bruhn CM (2007) Nutritional comparison of fresh,
frozen and canned fruits and vegetables. Part 1. Vitamins C and B and phenolic
compounds. Journal of the Science of Food and Agriculture 87: 930–944.
47. Colin-Henrion M, Mehinagic E, Renard CMGC, Richomme P, Jourjon F
(2009) From apple to applesauce: Processing effects on dietary fibres and cell wall
polysaccharides. Food Chem 117: 254–260.
Fruit, Vegetables & CHD
PLoS ONE | www.plosone.org 6 October 2010 | Volume 5 | Issue 10 | e13609
